the coronary band of his left hind foot. The mass created a physical bulge interrupting the normal hoof wall. Radiographs indicated a partially calcified mass under the coronary band. There was no prior history of trauma or injury to this hoof. The animal was donated to the hospital for teaching and subsequent necropsy.
Postmortem examination revealed that the mass was located at the junction of the white line and the coronary band, proximal to the extensor process of the third phalanx ( Fig.  1 ). The mass was 6.5 x 3.5 cm, well demarcated, and prominently laminated (Fig. 2 ). The adjacent second and third phalanges appeared unaffected by the size of the mass (Fig.  1 ). During the examination, the mass was easily shelled out of the hoof. It was fixed in 10% buffered formalin, processed routinely for histopathology, cut at 5 µm, and stained with hematoxylin and eosin for light microscopic examination. Selected sections were also stained for collagen (Masson's trichrome) and keratin (Ayoub-Shklar).
Histopathologic examination of the mass revealed a thin collagenous capsule containing dense compacted layers of keratin that were periodically separated by areas of disorderly deposits of keratin and collagen. Inflammatory cellular reaction was not evident in either the mass or the tissue surrounding the mass.
Keratomas are seen in simple-and cloven-hooved animals. 3 Despite their characteristic gross appearance, keratomas may be difficult to differentiate from neoplasms or infective conditions affecting the horse hoof. Osseous cystlike radiolucent lesions of the hoof are not always keratomas.
Canker, although characterized by proliferation of squamous epithelial cells, does not undergo extensive keratinization and is typically soft, moist, and fetid. Hoof abscesses may be confused with keratomas or may be associated with or give rise to them.
This case represents 1 of the largest reported keratomas (6.5 x 3.5 cm) and was located in the region of the coronary band rather than extending into the hoof. Review of 16 hoof lesions seen between 1978 and 1989 at New Bolton Center revealed 3 additional keratomas. Other lesions seen consisted of granulation tissue ( n = 3); squamous cell carcinomas ( n = 2); canker ( n = 2); suppurative inflammation/necrosis ( n = 2), and single cases of sarcoid ossifying laminar fibrosis, epidermal necrosis, and a bone cyst.
The etiology of keratoma is not known. It has been associated with chronic irritation, infection, or trauma to the hoof. 5 Keratomas have been observed in young horses that have never been shod. The complete surgical removal of the keratoma may be difficult but usually results in resolution of lameness without regrowth of the mass. 3, 5 Diagnosis of keratoma should be based on the presence of horny growth in and around the hoof wall or the sole and the characteristic microscopic findings of the lesion. 3 Histopathologic examination of masses in the hoof region is essential for definitive diagnosis.
Keratoma, which implies a neoplastic growth, is technically not an appropriate name for this lesion because the process does not appear to be a true neoplasm but is hyperplasia or an abnormal regeneration of the superficial keratin. However, the name (keratoma) is well entrenched in the clinical literature and will probably remain in use some time.
